Letter to the Editor
To the Editor:
Despite the existence of detailed guidelines, use of pharmacologic and nonpharmacologic methods to decrease venous thromboembolism (VTE) is poor. Preventing VTE is an important safety issue as deep vein thrombosis and pulmonary embolism have high rates of morbidity and mortality. Many institutions have attempted to improve prescribing rates of VTE prophylaxis in various ways, including risk assessment models, validated scoring systems, protocol-based bundles, and electronic alerts to order VTE prophylaxis. [1] [2] [3] However, reliable risk stratification models are intrinsically complicated, not necessarily generalizable to different patient cohorts, and need to be updated regularly. Within our own institution, we have found that complicated risk-stratification tools reduce nurse and physician compliance with the implementation of VTE prophylaxis.
To address this, we piloted a multifaceted, low-cost, peer-to-peer intervention to increase pharmacologic and mechanical prophylaxis, while emphasizing early ambulation. Our study involved educating hospitalists on current literature prior to the study, followed by weekly text message reminders and weekly feedback on prescribing patterns compared to their peers. The intervention group was compared to a control group that continued usual care. Data were collected for a total of 3 months. To be included, patients were required to have Padua scores >4 indicating that prophylaxis was recommended. Preintervention analysis showed no statistically significant difference between the control and intervention hospitalist groups on orders for chemical prophylaxis (P = .284), mechanical prophylaxis (P = .286), or ambulation orders (P = .192). At the end of the study, approximately 600 charts were reviewed. The intervention group had a significantly greater prescribing rate across all domains studied (P ≤ .05). All charts were reviewed to assess for appropriateness when withholding VTE prophylaxis or for assignments of bed rest. Contraindications to pharmacologic VTE prophylaxis included active bleeding, active stroke, invasive procedure, severe thrombocytopenia or anemia, or high risk of bleeding. Contraindications to mechanical prophylaxis included bilateral lower extremity amputation or trauma. Contraindications to ambulation orders included stroke, encephalopathy, ataxia, or unstable hemodynamics.
Our pilot study suggests that text message alerts may increase physicians' use of prophylaxis. Many clinicians likely perceive the risk of bleeding related to pharmacologic antithrombotic agents as more important than the risk of VTE, leading to a delay or even omission in many patients. Physician peer-to-peer comparisons utilize principles of behavior economics to improve quality of care in a costeffective manner. 4 Currently, peer-to-peer comparisons are understudied in the health care setting and an opportunity exists to encourage high-value practices (such as VTE prophylaxis) and discourage low-value practices (such as inappropriate bed rest), especially if results are unblinded or financial incentives are offered. This strategy has already been utilized with positive results in other settings such as discouraging inappropriate antibiotic use. 5 Our study design may be useful at other institutions and in other domains. Hospitals with adequate resources should consider implementing text message alerts to increase physicians' awareness of the risk of VTE, to increase use of prophylaxis, and to mobilize patients early in their hospital course.
